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Abstract: Diabetic foot ulcers (DFUs) are one the common complications of diabetes mellitus. Many
trials were performed to evaluate the effect of recombinant human epidermal growth factor (thEGF)
in healing DFUs. This meta-analysis was performed to synthesize the evidence of rhEGF treatment
in DFUs in comparison to placebo. Databases included for the search were PubMed, EMBASE,
the Cochrane Library, Web of Science, EBSCOhost, ScienceDirect, and Scopus (up to January 2019).
The outcome of interest was the complete healing rate of DFUs. We performed random effects
meta-analysis stratified by the types of administration route (intralesional injection and topical apply)
by calculating the odds ratios (OR) and 95% confidence interval (95% CI). A total of six studies
involving 530 patients were eligible for analysis. The combined OR (intralesional injection and topical
apply) was 4.005 (95% CI: (2.248; 7.135), p < 0.001). The ORs for intralesional injection and topical
application were 3.599 (95% CI: (1.213; 10.677), p = 0.021) and 4.176 (95% CI: (2.112; 8.256), p < 0.001),
respectively. Statistical heterogeneity might not be important in overall treatment (I> = 15.17, p = 0.317)
and both of the subgroups (I?: 24.56, p = 0.25 and I1?: 33.26, p = 0.213, respectively). Our results
support the use of rhEGF in the treatment of DFUs.

Keywords: recombinant human epidermal growth factor; placebo; diabetic mellitus; diabetic foot
ulcer; meta-analysis

1. Introduction

Diabetes mellitus (DM) is caused by a deficiency of either insulin production or insulin
function. Untreated or inadequately treated DM results in many complications, such as
micro-vasculopathy (including retinopathy, nephropathy, and neuropathy) and macro-vasculopathy
(including cardiovascular disease and insufficient blood flow to lower limbs) [1]. Neuropathy is the
main etiology of diabetic foot ulcers (DFUs). The mechanism of this includes direct damage to the nerve
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by hyperglycemia and a decrease in blood flow to the nerves by damaging small blood vessels. This
nerve damage often results in sensory loss and damage to lower limbs which the patient is unaware
of [2]. Based on some estimations made in 2017, DM affects 451 million people aged between 18 and 82
worldwide, with a global expenditure on DM of 850 billion USD [3,4]. The global prevalence of diabetic
foot ulcers was 6.3%, with North America having the highest (13%) and Oceania having the lowest
values (3%). The prevalence was 5.5%, 5.1%, and 7.2% in Asia, Europe, and Africa, respectively [3].
Indeed, DM is one of the leading causes of non-traumatic lower extremity amputation.

According to the National Institute for Health Care Excellence guidelines (NICE guidelines
(NG19) 2016) and Wound Healing Society (WHS) guidelines, the treatment for DFUs remains to be the
standard of care, which includes offloading, infection control, ischemia control, wound debridement,
and wound dressing [5,6]. However, in the NICE guidelines, it is emphasized that electrical stimulation
therapy, autologous platelet-rich plasma, regenerative wound matrices, dalteparin, and growth factors
(including granulocyte colony-stimulating factor (G-CSF), platelet-derived growth factor (PDGEF),
epidermal growth factor (EGF), and transforming growth factor beta (TGF-f3)) are not recommended,
unless as part of a clinical trial.

Based on the results of a systematic review assessing a variety of growth factor functions, growth
factors may contribute to achieving the complete healing of foot ulcers in patients with DM [7]. EGF,
previously known as urogastrone, stimulates cell proliferation, differentiation, and survival by binding
to the EGF receptor [8,9]. By exploiting this function, recombinant EGF is manufactured and marketed
under the brand name Heberprot-P®25/75 (Heber Biotec, S.A. La Habana, Cuba) -intralesional injection
form, Regen-D™ 150 (Bharat Biotech, Hyderabad, India) -ointment form and Easyef 0.005% (Daewoong
Pharmaceutical Co., Seoul, South Korea) -spray form. Our hypothesis is that the application of thEGF
will facilitate the healing process of DFUs.

2. Methodology

The meta-analysis was reported according to the Preferred Reporting Items for Systematic Reviews
and Meta-Analysis (PRISMA) statement, and was registered in the international prospective register of
systematic reviews (PROSPERO) with registration number CRD42019126404.

2.1. Information Source and Search Strategy

The literature search was performed in PubMed, EMBASE, the Cochrane Central Register of
Controlled Trials (CENTRAL), Web of Science, EBSCOhost, ScienceDirect, and Scopus databases until
10 January 2019. The key terms were diabetic foot, diabetic foot ulcer, diabetic ulcer, diabetes and
recombinant human epidermal growth factor, rhEGF, epidermal growth factor, EGF, urogastron*. Only
an English language filter was applied. All the relevant articles included for the analysis were imported
and selected manually on Endnote x9 software.

2.2. Eligibility, Study Selection, and Data Extraction

Randomized, placebo-controlled trials evaluating the effects of rhEGF administration (intralesional
injection, topical-gel, cream) in patients with DFUs were included.

Title, abstract, and full text base screening were performed by three independent investigators
(T.Q.B, Q.V.P.B, and O.V). One investigator (T.Q.B) extracted the data from eligible studies and two
investigators (Q.V.P.B, O.V) checked for data accuracy.

The following data were extracted from the eligible studies: name of the first author, year of
publication, study design, demographic information, patient data, ulcer baseline data, interventional
data, and outcome data, including primary outcomes—such as complete healing rate, ulcer size change,
granulation response, and days to complete healing—and secondary outcomes—healing velocity,
hospital stay, days to 50% wound size reduction, and percentage of patients with adverse events.



Int. |. Environ. Res. Public Health 2019, 16, 2584 30f13

2.3. Data Synthesis and Analysis

Statistical analysis was performed using Comprehensive Meta-Analysis (version 3.3, Biostat,
INC., Engelwood, MJ, USA). The primary outcome included in the analysis was the complete healing
rate of DFUs. A subgroup analysis was performed, in which we divided the studies based on the
administration route (intralesional injection versus topical). In addition, correlations between the
complete healing rate and mode of drug administration were analyzed using logit regression, to decide
the optimal route for applying rhEGF. The odds ratio (OR) and 95% confidence interval (95% CI) were
calculated. When an OR was more than 1, it indicated that rhEGF treatment was favored over placebo.
Heterogeneity between the studies in effect measures was assessed using both Q and I? tests. Bases
on Cochrane’s Handbook, a rough classification of the I? index value is the following: low (0-40%),
moderate (30-60%), substantial (50-90%), and considerable heterogeneity (75-100%) [10]. Depending
on the similarity of the studies, a fixed or random effect model was used to handle heterogeneity.
The effect sizes of the studies were visualized by a forest plot.

2.4. Risk of Bias

Quality assessment was performed using the Cochrane Risk-of-Bias Assessment Tool for
Randomized Control Trials. We assessed the random sequence generation (selection bias), allocation
concealment (selection bias), blinding of participants and personnel (performance bias), blinding of
outcome assessment (detection bias), incomplete outcome data (attrition bias), and other bias. For each
domain, studies were judged to have either a high (red), unclear (yellow), or low (green) risk of bias.
The risk of bias summary table and graph were regenerated by the RevMan software (version 5.3.
Copenhagen: The Nordic Cochrane Center, The Cochrane Collaboration, 2014, Denmark).

2.5. Publication Bias

Publication bias was assessed using funnel plot techniques. If asymmetry was found in a funnel
plot, Begg’s rank test and Egger’s regression test would be used in advance.

2.6. Quality of Evidence

Quality of evidence on the complete healing rate was estimated using the Grading of
Recommendations Assessment, Development, and Evaluation (GRADE) approach.

2.7. Sensitivity Analysis

Sensitivity analysis was performed by omitting any study (one by one) from the pooled analysis,
then ORs on the complete healing rate were recalculated to study the impact of each individual study
on the summary estimate.

3. Results

3.1. Study Selection

Eligible randomized controlled trials (RCTs) were selected according to the PRISMA flowchart
presented in Figure 1. Seven studies were found to be eligible for qualitative analysis [11-17] and six
of those were included in the quantitative synthesis (meta-analysis). The study of Xu et al. published
in 2018 was excluded from our meta-analysis due to unavailable data on the complete healing rate;
instead, the study mainly focused on healing time (wound healing initiation time, 50% wound surface
healing time, and complete wound healing time) [17].
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Figure 1. Flowchart illustrate the screening process for the inclusion of eligible studies for meta-analysis.

3.2. Study Characteristic

The basic characteristics of six studies, which included RCTs, for meta-analysis are shown in
Tables 1 and 2. The included studies were performed in five countries, Iran, India, China, Korea, Cuba,
and Mexico, and were published between 2008 and 2018. In these studies, patients received either
rhEGF or placebo intervention, in addition to standard diabetic foot management. The rhEGF and
placebo treatments were administrated by intralesional injection or topical application. A total of 610
patients were recruited in all the studies and 540 patients completed the study periods, 307 of whom
received rhEGF treatment and 233 of whom received placebo treatment. All patients were diagnosed
with either type 1 or 2 DM and developed DFUs. Patients’ ages ranged from 18 to 82 years. The mean
duration of DM ranged from 9.05 to 17.3 years and mean ulcer duration ranged from 4.3 to 59.7 weeks.
Complete healing rate was studied throughout all the included studies. In addition, healing velocity,
time to archive 50% reduction, time to complete ulcer healing, and granulation response were also
studied in the study, as performed by Park et al. [16] and Xu et al. [17].
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Table 1. Study and patient characteristics with the corresponding type of intervention, from studies included for meta-analysis (NA: not available).

Demography Patient Data
Year of Study Treatment 5 : .
. . ¢
Author Publication Design Country Number of Intervention Type Route Apply Frequency l?uratf(o? Number of Age + SD Type of Dialll::t;:r-:- OSD
Centers weeks Patients (Years) DM N
(Years)
Actovecgin % 19 64.37 + 11.67 10.11 + 8.29
Tsang 2003 RCT China 1 0.02 wt% rhEGF Topical Once a day 12 21 68.76 + 10.34 1lor2 9.85+7.79
0.04 wt% rhEGF 21 62.24 + 13.68 9.005 + 6.19
o,
1 sulfadiyzine 20 B84 NA
Afshari 2005 RCT ran 1 _SwHadiazine Topical Once a day 8 lor2
1 mg rhEGF in 1000
mg 1% sulfadiazine 30 o8.8 NA
Placebo 32 NA 15
Fernandez- Cuba Intralesional Three times a week
Montequin 2009 RCT 20 25 1/g injection on alternate days 8 3 NA Lor2 15
75 u/g 44 NA 195
Placeb Intralesional Three ti k 1 .1 +10. 15. A4
Gomez-Villa 2014 RCT Mexico 2 acebo e o 8 6 551+106 lor2 338
75 u/g ) Y 15 62.1 +12.8 173+ 10
Betadine o " 25 55.84 NA
Singla 2014 RCT India 1 Urogastrone Topical R 8 lor2
(thEGF) gel 15 g 24 58.8 NA
Saline 72 59.31 + 12.64 NA
Park 2018 RCT Korean 6 S Topical Twice a day 12 lor2
0.005% rhEGF 69 56.52 + 12.71 NA
spray
Saline 49 63 + 4.56 NA
Xu 2018 RCT China 1 40 TUJem? Topical Once a day 8 50 65  3.65 lor2 NA

Abbreviations: thEGF (recombinant human epidermal growth factor); SD (standard deviation); DM (diabetes mellitus); NA (not available).



Int. |. Environ. Res. Public Health 2019, 16, 2584

Table 2. Patient ulcer data with the corresponding intervention type (NA: not available).

6 of 13

Ulcer Data
Treatment
Author Intervention Type Route Apply Frequency Duration ) ) ) ) Ulcer Area + Ulc.er Comp.lete
(weeks) Location Severity Ischemia Level Infection SD (cm?) Duration + Healing
SD (Weeks) Rate (%)

Actovecgin % Foot 3.48 +0.82 12 +15.47 421
Tsang 2003 0.02 wt% rhEGF Topical Once a day 12 Foot Wagner 1 or 2 ABI > 0.7 NA 34+1.1 11.48 + 14.68 57.14

0.04 wt% rhEGF Foot 2.78 +0.82 8.24 +5.55 95.3

1000mg Foot ABI < 1: 49% participants 1034+ 1478 597 £555 10
Afshari 1%sulfadiazine

- —.. Topical d W lor2

2005 1 mg thEGF in opica Once a day 8 agner 1 or NA

1000 mg 1% Foot ABI < 1: 50% participants 87.5 +103.2 429 +384 233

sulfadiazine

. placebo Foot 21.8 49 52.1

Fernande?- 25 Intralesional Three times a week 8 Foot Wagner 3 or 4 Hemoglobin >100 g/L NA 43 201 21
Montequin k] injection on alternate days oo N 8 - ’ ’ ’
2009 75 g Foot 43 285 75.5
Gomez-Villa Placebo Intralesional Three times a week Foot Texas 1, 2, and 119+ 11.8 153 + 8.4 0
2014 injection on alternate days 8 3 ABL>06 NA

75 u/g Foot 192 +£15.7 25.8 + 44 235

Betadine o Foot NA NA 12
Singla 2014 Topical nce every 8 Wagner 1 or 2 ABI > 0.75 NA

Urogastrone two weeks Foot NA NA 48

(rhEGF) gel 15 g

Saline Foot TcPO2 > 30 mmHg or 2.35 +2.69 29.6 + 60.2 50.6
Park 2018 0.005% thEGF Topical Twice a day 12 Wagner 1or2  palpable dorsalis pedis artery NA

si)ray oF Foot or posterior tibial artery 28+3.72 38.48 +70.24 732

Saline Foot 2.35 +2.69 29.6 + 60.2 NA
Xu 2018 ————  Topical Once a day 8 Wagner 1 or 2 NA NA

40 IU/cm? Foot 2.8+3.72 70.24 + 38.48 NA

Abbreviations: rhEGF (recombinant human epidermal growth factor); ABI (ankle-brachial index); TcPO2 (transcutaneous oxygen pressure); SD (standard deviation); NA (not available).
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3.3. Odds Ratio of Complete Healing Rate with rhEGF Versus Placebo

Statistical analysis results are shown in Figure 2. The overall OR was 4.005 (95% CI: (+2.248;
+7.135), p < 0.001) and the subgroup ORs of intralesional injection and topical application were 3.599
(95% CI: (+1.213; +10.677), p = 0.021) and 4.176 (95% CI: (+2.112; +8.256), p < 0.001), respectively.
Heterogeneity was found to exist overall (I> = 15.17, p = 0.317) and in both the intralesional injection
and topical application subgroups (I? = 24.56, p = 0.25 and I = 33.26, p = 0.213, respectively). Meta
regression analysis on the correlation between the thEGF application frequency and complete healing
rate resulted in a linear correlation, although it was insignificant (Figure 3).

Group by Study name Subgroup within study Statistics for each study Peto odds ratio and 95% CI
Subgroup within study
Peto Lower  Upper Relative

oddsratio limit limit  Z-Value  p-Value weight
intralesion Fernandez-Montequin (2009) intr 2600 1006 6771 1972 0.049 -l 75.96
intralesion Gomez-Villa (2014) intralesion 9.937 1258 78.520 2177 0.029 24.04
intralesion subgroup 3.599 1213 10677 2308 0.021
topical Afshari (2005) topical 2424 0564 10414 1.190 0234 - 16.75
topical Park (2018) topical 2731 1388 5374 2910 0.004 - 42.00
topical Singla (2014) topical 5.769 1733 19207 2.856 0.004 2218
topical Tsang (2003) topical 11786 3.095 44882 3.616 0.000 19.07
topical subgroup 4.176 2112 8256 4110 0.000 ’
Overall 4005 2248 7135 4709 0.000 <&

0.01 0.1 1 10 100

Figure 2. Forrest plot of complete healing rate categorized by different administration routes.

Regression of Logit event rate on Taking of the medicine

T.00

000 —

Logit event rate
l

-2.00

0.0 20 4.0 6.0 8.0 10.0 12.0 14.0 16.0

Taking of the medicine

Figure 3. Logit regression on the correlation between the recombinant human epidermal growth factor
(rhEGF) application frequency (horizontal axis—measured in weeks) and complete healing rate.
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3.4. Quality of Evidence

In our meta-analysis, only randomized control trials were included. The overall quality of evidence
on thEGF treatment was moderate. Extra assessment was performed in correlation with different
administration routes. The results of our GRADE analysis reported low evidence on using thEGF via
these routes. Downgrading factors commonly seen in our GRADE approach were publication bias and
risk of bias. Details are shown in Appendix A, Figure Al.

3.5. Risk of Bias Assessment

Details on the risk of bias assessment are illustrated in Figures 4 and 5. The quality assessment
was performed on a total of six studies, included in qualitative analysis, with the results showing
mostly a low and unclear risk of bias. By converting the Cochrane Risk of Bias Tool to Agency for
Healthcare Research and Quality (AHQR) standard, our risk of bias assessment reported a fair quality.

Blinding of participants and personnel (peformance bias)

Fandom sequence generation (selection bias)

Allacation concealment (selection hias)

Afshari 2004

L
=
wd

=)

Fernandez-mMontequin 2004

] . . Blinding of autcome assessment (detection hias)

= | @ | @ | ncomplete outcome data (attrition bias)

Gomez-villa 2014

~ | @ | @ | @ | selective reporting (reporting bias)

90

Park 20148

~ 90 e
> @ @
..._-...
v @

Singla 2014

~ | @®
® O O M | ® | otherbias

Tsang 2003

Figure 4. Risk of bias summary assessed for each eligible study.
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Random sequence generation (selection hias)

|

Allocation concealment (selection hias)

Elinding of paricipants and personnel (performance hias)

Blinding of outcome assessment (detection hias)
Incomplete outcome data (attrition hias)
Selective reporting (reporting bias)

Other hias

0% 28% A0% 7A%  100%

.an tisk of bias DUncIearrisk of hias

Il Hiah risk of hias

Figure 5. Risk of bias graph assessed for each criterion.
3.6. Publication Bias

According to the Cochrane Handbook for Systematic Review of Interventions (version 5.1.0,
Chichester: John Wiley & Sons, 2008, UK) a minimum number of 10 studies is recommended for
assessing publication bias. Additionally, it has been shown previously that using only five or fewer
studies is not sufficient for detecting publication bias asymmetry by using a funnel plot [18]. In this
meta-analysis, the Stata/IC software (version 15.1, StataCorp LL, College Station, Texas, USA) was used
to make a funnel plot and Egger’s regression test. Details are shown in Figure 6. The resulting p-value
(two-tailed) of p = 0.161 means that publication bias was unlikely to occur.

StatalC 15.1 program:

Funnel plot with pseudo 95% confidence limits

=
£
b
! 1
! Y
o ’ y
i b
% / 4
g P » Y
el I y
E ! 1
o I * )
= ! \
@« ! i
- g ! L] i
g ! .\
! \
= / » \
= / \
= / |
£ 13
I \
e i
! b
==t i \
£ » i
T T T T T T T T T
-4 -3 -2 -1 0 o 2 3 4
Log odds ratio
Egger's regression intercept
Intercept 1.90726
Standard ermar 111115
95% lower limit [2-tailed) 117779
955 upper limit [2-tailed) 499231
tvalue 1.71647
df 4.00000
P-value [1-tailed) 0.08061
P-value [2-tailed) 01611

Figure 6. Funnel plot and Egger’s regression test on determining publication bias.
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3.7. Sensitivity Analysis

Detail on sensitivity analysis are shown in Figure 7. The direction and magnitude of combined
ORs with the respective omitted studies did not change significantly.

Study name Statistics with study removed Peto odds ratio (95%
CI) with study removed

Lower  Upper
Point limit limit Z-Value p-Value

Afshari (2005) 4.192 2.350 7.477 4.853 0.000
Fernandez-Montequin (2009) 4.410 2.382 8.163 4.723 0.000
Park (2018) 4.625 2.465 8.676 4.771 0.000
Singla (2014) 3.645 2.043 6.503 4.378 0.000
Gomez-Villa (2014) 3.630 2.163 6.095 4.878 0.000
Tsang (2003) 3.181 2.003 5.050 4.905 0.000

3.821 2.328 6.272 5.301 0.000

0102 051 2 5 10
Figure 7. Sensitivity analysis with omitted studies and recalculated odds ratio.

4. Discussion

This meta-analysis was designed to synthesize the currently available evidence on the usage of
rhEGF in treating diabetic foot ulcers. According to the most recent guidelines of the Wound Healing
Society (WHS), discussing the use of adjuvant on diabetic wounds, epidermal growth factor has not
been proven to increase the proportion of wounds that heal or the healing rate of DFUs [6]. Seven
studies were found to study the healing process of DFUs under rhEGF treatment in comparison to
placebo. However, only six studies had data on the complete healing rate as their primary outcome,
and these studies were pooled into our meta-analysis. Our results indicate that the use thEGF together
with standard wound care facilitates significantly improves healing rate compared to the placebo
control in DFU treatments. This result is consistent with the findings of the previous meta-analysis [19].
However, in addition to the questions of the previous meta-analysis, a question with practical relevance
has addressed the efficacy of rhEGF applied by different methods—intralesional injection or topical
application. A subgroup analysis, categorized by the route of administration, was carried out to ensure
the efficacy of thEGF, which was maintained regardless of the administration route. Furthermore, we
managed to determine the optimal way (intralesional injection or topical application) of delivering
rhEGF in patients with DFUs. According to Berlanga-Acosta et al, parenteral administration of EGF on
epithelial tissue provides the most effective healing for diabetic foot ulcers [20]. Our work could not
confirm the aforementioned experiment result, however, this contradiction might be partly explained
by the low number of eligible studies in each subgroup. Low heterogeneity (0-40%) was found in the
overall and subgroup analyses.

Although rhEGF was reported to significantly facilitate the healing process in DFUs, based on our
meta-analysis result, the therapeutic management of DFUs is a multidisciplinary approach. Proper
wound care is a key component during the treatment, but it is not sufficient. Many other factors,
like offloading, infection control, ischemia control, and glycemic control, must also be taken into
consideration, along with local wound care. Such complexity may limit the reproducibility of our
results in every day clinical care.

An important strength of our meta-analysis is that with six clinical trials, we confirmed the
efficacy of rhEGF in DFU treatment. Compared to the previous meta-analysis, our meta-analysis
included two recent clinical trials, providing greater evidence. This is important, since the number of
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studies related to rhEGF and DFU treatment is still limited. The efficacy of rhEGF has been proven
in both the intralesional injection and topical application routes. An insignificant linear correlation
between application frequency and complete healing rate has been found, suggesting that increasing
the frequency of applying rhEGF may result in a faster DFU healing rate.

A possible limitation of our meta-analysis is that even though publication bias analysis was
performed, with results indicating it unlikely to occur, the tests were underpowered by the low number
of studies. The risk of bias assessment resulted in a fair quality, which may raise questions about the
validity of the findings, as well as the design and execution of each individual study concerning rhEGF
treatment. As a consequence, our work may either over- or underestimate the true effect of rhEGF
in the treatment of DFUs during daily clinical practice. The GRADE approach on rhEGF treatment
found low evidence. Thus, the effect estimate of thEGF may be limited, and the true effect may be
substantially different from the estimate effect. In our meta-analysis, important clinical aspects on
medication, like optimal administration route, dose, and treatment duration, could not be covered,
and thus they remain unclear. The amount of data on adverse effects was also limited, and hence
we could not elicit the most common side effect experienced as a result of thEGF treatment. In the
recent advances in genetics, genes were also identified to play an essential role in DFU initiation and
progression [21]. Therefore, there could be new genetic drug targets identified and new medicine
developed for the novel treatment of DFUs.

5. Conclusions

Our meta-analysis supports the use of rhEGF in facilitating the healing process of DFUs. However,
this conclusion should be considered with caution. The number of studies was limited, as well as
numerous factors which were not taken into consideration when studying the efficacy of rhEGFE.
This reflects the need for more well-designed RCTs concerning rhEGF and DFU treatment. It is
recommended that future designs include relevant data such as the patient glycemic profile. This
is to ensure adequate glycemic control during rhEGF therapy. The patients’ general condition and
co-morbidity are important clinical aspects. These are also recommended to be studied alongside
rhEGF treatment, as they may interfere with the healing process of DFUs.

Author Contributions: Protocol of this meta-analysis and systematic review was written by T.Q.B. and O.V,,
T.Q.B., O.V. and Q.V.P.B. participated in search, selection and data extraction. D.N. carried out the statistical
analysis. T.Q.B., O.V. and Z.R. wrote the initial draft, which was reviewed and revised by Q.V.P.B.,, D.N., PH., ZS,,
Z.R., BT, GE., AP,PS. and O.V.

Funding: This work is supported by an Economic Development and Innovation Operative Programme Grant,
GINOP 2.3.2-15-2016-00048 and by the Human Resources Development Operational Programme of the European
Union and the Hungarian Government EFOP-3.6.2-16-2017-0006.

Acknowledgments: O.V. acknowledges the financial support of the Janos Bolyai Research Fellowship, Hungarian
Academy of Sciences (Bolyai + UNKP-18-4-DE-71) and the TET_16-1-2016-009.

Conflicts of Interest: The author(s) declared no potential conflicts of interest with respect to the research,
authorship, and/or publication of this article.



Int. ]. Environ. Res. Public Health 2019, 16, 2584 12 of 13

Appendix A

Author(s): Thiga, Cuoc Bui

P: Patient with DFUs; |: ;JEGE; C: Placebo; O: Complete healing rate
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